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CHAPTER I 
INTRODUCTION 
The Purpose of the Study 
The purpose of this study is to learn to what extent the various 
treatments available for alcoholics and drug addicts, in addition to de-
toxication and drug withdrawal, were used by patients who were admitted 
to the Washingtonian Hospital; to ascertain to what extent social work 
services were used, and to ascertain, as far as possible, what services 
were offered by either the medical staff or the social service department 
but not accepted. 
In this presentation the following questions will be considered: 
I. What were the characteristices of the hospital 
population? 
II. What attempts were made by the hospital to in-
terest patients in treatment? 
III. What rehabilitative treatments were offered to 
the patients but not accepted? 
IV. What rehabilitative treatments or services did 
the hospital patients accept? 
v. What was the nature of the social work contacts? 
Sources of Data and Method of Procedure 
This study is based on the records of all patients a~~itted as 
in-patients to the Washingtonian Hospital during the months of January, 
April, July and October of 1957. During these months there was a total 
of 283 admissions. However, because several of these were readmissions 
of patients previously admitted in the study months, the actual number of 
l. 
patients admitted was 237. Two patients were admitted four times, six 
patients were admitted three times, and twenty-eight patients were ad-
mitted two times. 
The months of January, April, July, and October were selected so 
that admissions during each season would be included although there has 
been no apparent consistent difference in the number of admissions in any 
one month or season in past years. The total number of admissions during 
these months represented approximately one-third of the 1957 admissions. 
Information called for on Schedule I (see Appendix A) pertaining 
to age, sex, occupation, marital status, residence, method of financing, 
length of hospitalization, source of referral, type of admission, and num-
ber of prior admissions of each of the 237 patients was taken from the 
registration book. These were then checked with the face sheets in the 
medical records which included the patient's religion. Additional data 
pertaining to the mental status, diagnosis, and nature of discharge were 
,I taken from the discharge notes which are filed in the medical records by 
the resident physicians when the patient leaves the hospital. 
The records of the social service department and the out-patient 
department are kept in a separate file while active, but are filed with 
the medical records when these departments· have closed the case. These 
---::;-
records contain the social workers' recorded ~~arized interviews with the 
') 
patient, members of the family, or interested parties, psychiatric evalua-
1 tions made by the psychiatrists, and summarized interviews of contacts 
'i with the medical director, house physicians, and psychiatrists in the out-
:1 patient department. The names of the patients admitted for hospitaliza-
11 j 
" 
2. 
tion during the months included in this study were checked with the out-
patient and social service records in order to learn the contact of these 
departments in the cases which were still active and consequently were not 
filed with the medical records. 
Records of the social workers and psychiatrists provided the data 
called for on Schedule II (see Appendix B) pertaining to the source of re-
ferral to the out-patient or social service depar~~ents, the nature and 
i 
duration of the contact, the reason for termination, the reco~~endation 
for treatment, and the treatments which were accepted. 
In addition to case records and the registration book, the hospi-
tal's annual reports, monthly statistics, discussions with the director of 
' 
'' the social service department, the psychiatric social worker, and the house :~ 
i physicians served as sources of material. 
' 
.I 
I! 
Limitations 
The sources of data were complete with the exception of the source 
of referral to the hospital of patients with no prior admissions which, in 
a few irustances, did not specify how the patient learned of the hospital. 
It was also impossible to differentiate between self-referrals and family 
referrals. 
Some of the social service and out-patient records were still in 
the active file, but if there had not been any contact for over four months ' 
and the patient had failed to keep appointments, the contact was considered 
terminated for the purpose of this study. 
Value of the Study 
Within the writer 1 s knowledge, this thesis is the first descriptive , 
3. 
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study of the total population of the Washingtonian Hospital. This study 
includes not only the characteristics of the hospital patients, but also 
pertinent data about their hospitalization. In addition, it is concerned 
with the facilities for the treatment of alcoholism offered by the hospi-
tal and the types of treatments which the patients accepted. 
In order to provide a background for the study, the next chapter 
will describe briefly the in-patient, out-patient, and social service de-
partments of the Washingtonian Hospital and attempt to show how these de-
partments are interrelated and function as one unit for the interest of 
the patient. Structural properties of any organization are known to have 
far reaching consequences, and one of the major problems confronting any 
hospital is whether its form of working structure is best suited to the 
goals intended.1 
Important research is now being done on the psychiatric hospital 
as a social system, and this interest is related to the development of 
:; 
what has been called milieu therapy. "Although milieu therapy has not been· 
shown to be definitive treatment, it is a neglected aspect of the thera-
peutic process that is now beginning to get the attention it deserves. 112 
Recent research indicates that a more therapeutic environment for patients 
can be provided through improved communication and wider participation in 
Harvey Smith and Daniel Levinson, "Mental Hospital Organization 
and Its Implications for Treatment," The Patient and the Mental Hospital, 
P• 3. 
2navid Hamburg, "Therapeutic Aspects of Communication and Admin-
istrative Policy in the.Psychiatric Section of a General Hospital," The 
Patient and the Mental Hospital, P• 107. 
:~ 
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'· 
decision-making and policy formation. This has been found to be closely 
related to the nature of institutional structure. Jules Henry in a dis-
cussion of types of institutional structure states: 11 ••• the analysis 
of formal structures and of system properties become of prime importance 
to the understanding of interpersonal relations in task-performing organ-
izations.n3 
Some studies have indicated that social service departments in 
psychiatric settings are 11 in11 but are not completely a part of the hospi-
tal system • 
• • • (the social service department's) duties are highly spec-
ialized and because it deals with only a fraction of the patient 
census, it is relatively independent of the hospital system and 
is not a part of the normal flow of hospital work,4 
The same has been found to be true of out-patient departments, yet implicit 
in the organization of a treatment program in a hospital is the necessity 
for utilizing all professional skills effectively in a coordinated and in-
tegrated manner. 
The Washingtonian Hospital is a small and specialized hospital. 
The in-patient, out-patient, and social service departments have been 
operating together so closely for the interest of the patient that the 
need to clarify the roles of the different departments has not arisen nor 
have the lines of communication been felt to be a problem. For this very 
reason, study of its institutional structure and method of functioning 
3Jules Henry, 11Types of Institutional Structure," The Patient and 
the Mental Hospital, P• 73. 
4Temple Burling, Edith Lentz, Robert Wilson, The Give and Take in 
Hospitals, p. 128. 
5. 
' 
could be especially instructive. The present study does not propose to 
pursue these theoretical questions of institutional structure. Hol-Iever, 
in providing a descriptive study of the hospital's services to a cross-
section of patients, the present investigation should give a sound basis 
i for such studies in the future. 
! 
6. 
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CHAPTER II 
THE SETTII~: THE WASHII~TONIAN HOSPITAL 
General 
11 The Washingtonian Hospital is perhaps the oldest institution 
in the United States dedicated to the care of the chronic alcoholic pa-
tient.nl 
~no is an alcoholic? Charles H. Durfee writes: 
If as a result of a man 1 s drinking, even though he does not drink 
to excess, his health is endangered, his peace of mind affected, 
his home life made unhappy, his business jeopardized, his repu-
tation clouded, he must stop drinking. If he cannot do so on his 
own volition, despite his most fervent wish, he is in need of 
professional aid to help him to help himself. In other Hords, 
he is an alcoholic.2 
The World Health Organization's Subcommittee on Alcoholism de-
fines alcoholics as folloHs: 
•• excessive drinkers Hhose dependence upon alcohol has at-
tained such a degree that it shows a noticeable mental distur-
bance, or an interference with their bodily or mental health, 
their interpersonal relations, and their smooth social and 
economic functioning, or who show the prodromal signs of such 
developments.3 
The Washingtonian Hospital Has originally knmm both as the Home 
for the Fallen and the Washingtonian Home. Early therapy for alcoholic 
E. A. 1. CorHin and Elizabeth V. Cunningham, "Institutional 
Facilities for the Treatment of Alcoholism," Quarterly Journal of Studies 
on Alcohol, vol. 5 (June, 1944), p.9. 
2
charles H. Durfee, To Drink or Not to Drink, p. 61. 
3E. !1. Jelleneck and Mark Keller, "Rates of Alcoholism in the U. s. 
1940-48, "Quarterly Journal of Studies on Alcohol, val. 29 (June ,1951), p.5o. 
;: 
addicts consisted largely of moral suasions and medical treatment, moral 
suasion meaning, for the most part, a sympathetic assurance of equality, 
with efforts at encouragement, instilling of confidence, and touches of 
brotherly love. 
It was not until 1939 that the institution was licensed by the 
:[ 
,! l1assachusetts Department of l1ental Health, and the Home was reorganized as 
:t 
-..,_---_--
I 
,j the ~lashingtonian Hospital. Between 1940 and 1941, the out-patient depart-, 
ment, the night-hospital plan, and the social service department were es-
,, tablished. At this time only male patients were hospitalized. All female 
patients were treated on an out-patient basis only. Despite inadequate 
facilities in the hospital then located in the South End of Boston, the 
need for hospitalization for female patients became more and more apparent. 
Arrangements for this were made despite the already crowded conditions 
which made the need for larger quarters even more apparent. 
In 1954 the hospital moved to its present location at 41 Horton 
Street, Jamaica Plain, where there is a bed capacity for eighty patients. 
In addition to more adequate physical facilities, the hospital enjoys more 
pleasant surroundings in contrast to the "skid row" atmosphere of its pre-
vious location. Although it is no longer located in the center of the city, ,, 
public transportation facilities are available which are important to en-
able continuity of therapy on an out-patient basis following discharge from 
I the hospital. ,, 
'I 
I The first floor of the hospital consists of a lobby, with an office , 
:i :I for the receptionist-cashier, a visitor's room, the out-patient secretary's:' 
office, the offices of the house physicians, the medical director, the 
8. 
:r-
out-patient psychiatrists, the social workers, the medical director's 
secretary and the secretary of the social service department, the record 
room, a conference room, the bookkeeper's office, the pharmacy, and the 
house physicians' bedrooms. 
The second floor is divided into the acute ward, where both male 
and female patients are hospitalized the first few days, depending upon 
their condition, and the subacute ward which has separate quarters for male 
and female patients where patients stay upon release from the acute ward. 
The dispensary and office of the head nurse, the nurses' station, and the 
conditioned response treatment room are also on the second floor. 
The third floor is for night-hospitalized patients and the over-
~~ flow of male patients in the subacute ward. 
! 
I 
il 
I 
·I 
:I 
J 
:; 
" 
The fourth floor comprises the recreation rooms, and at the pres-
ent time consists of a library, a television room, and a game room. 
The kitchen, staff dining room, and patients' dining room are 
located in the basement, although there is also a dining room in the acute 
ward. Patients are not allowed out of this ward. 
The Washingtonian is a non-profit voltu~tary hospital for the treat~ 
ment of acute and chronic alcoholism and drug addiction. Support is de-
rived from direct payments made by individual patients, payments by refer-
ring public and private social agencies, allotments from the 11assachusetts 
Department of Public Health, Division of Alcoholism, the Department of 
11ental Health, Division of Legal Medicine, and the United Fund, in addi-
tion to payments from trust funds, charity funds and foundations. 
In a report prepared for the American Hospital Association the 
,, 
' I 
-- ·:t·-: -
following statement was made: 
The Washingtonian Hospital • • • represents a forward step in 
the treatment of alcohol addiction, since it offers treatment 
on terms that are acceptable to a large middle-class group of 
alcoholics, and at the same time, aims to maintain a scienti-
fic attitude toward its work. If both the quantitative and 
qualitative points of view are taken into consideration, this 
is probably the most outstanding of all institutions4concern-ing which information has been made available to us. 
The in-patient department, the out-patient department, and the 
social service department are all under the direction of one person, a 
psychiatrist, who is both the executive and medical director. Authority, 
- :; 
however, for the responsibility of the out-patient department is delegated 
by the medical director to the social service director. As executive of 
the out-patient department, the social service director has full responsi-
bility for out-patient intake and services. 
All three departments are served only by one part-time public re-
lations person and all departments have responsibility for the public re-
lations of the hospital through participation in community studies and 
activities, through lectures to lay and professional groups, appearances 
on radio and television programs and through publications. 
These departments are not mutually exclusive: frequently in-pa-
tients receive service from either or both the out-patient and social ser-
vice departments; and out-patients m~ become in-patients but remain in 
treatment in the out-patient and/or social service departments. 
The medical director, social service workers and out-patient psy-
chiatrists meet bi-weekly for case presentations. These meetings help 
4Joseph Thimann, Annual Report of the Washingtonian Hospital, 1948. 
10. 
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both professions to understand each other's role in the treatment of the 
patient, In addition, these professional staff members have dinner to-
gether Friday evenings which affords an opportunity for informal discus-
sions, a better understanding of each other and better lines of communica-
tion. Clerical workers, social workers, and the house physicians have 
lunch together, and the medical director, clerical workers, and social 
workers have afternoon tea. 
Many students have noted that beyond its chemical effect on the 
body, food has a far reaching effect on the well being because of 
its symbolic value. Throughout life food is a symbol of security 
, •• the common meal symbolizes and enhances a pattern of shared 
outlook and mutual trust. , • (Studies have shown) how dining fa-
cilities may actively influence, and richly reflect, the problems 
of prestige, function and intergroup relations within a hos?ital 
system.5 
Weekly administrative staff meetings are held which are attended 
by the heads of all departments and include the dietician, the house physi-
cian, and head nurse as well as the medical director and social service 
workers. Patients are encouraged to use a suggestion box and immediate 
attention is given to all suggestions. All personnel are encouraged to 
relay information, comments and suggestions about the functioning of the 
hospital to the medical director, 
These formal and informal gatherings facilitate the lines of commu-
nication and enable each department to develop positive attitudes toward 
the other. 
Our experience strongly suggests that those who have administra-
tive responsibility ••• will do well to give careful considera-
$Temple Burling, Edith Lentz, and Robert wilson, The Give and Take 
in Hospitals, p. 301. 
11. 
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tion to two factors which seem to be of considerable importance 
in developing the therapeutic potential of the hospital: (a) 
facilitating co~~unication between the patients and the staff, 
between disciplines within the staff, and between groups of dif-
ferent status; (b) broadening participation in the decision-
making process. These two processes are intrinsically satisfy-
ing to many staff members and tend to decrease attitudes of bit-
terness and non-involvement. Moreover, they usually lead to 
more 3easonable decisions on the basis of more adequate informa-
tion, 
The In-Patient Deuartment 
The in-patient department consists of all hospitalized patients, 
except the night-hospital patients, who may or may not be interested in 
any treatment other than detoxication or drug withdrawal. The night-hos-
pital patients are patients who participate in the night-hospital plan 
which is an arrangement allowing patients who need part-time protection 
to live in the hospital while working at their regular places of employ-
ment. These patients are considered out-patients even though they reside 
at the hospital, 
One week's payment is the minimum payment required even though 
the patient stays only three days. This policy is maintained to encourage · 
patients in need of hospitalization to stay at least a week, which is be-
lieved to be the minimum amount of time necessary to be of any benefit. 
Vfuenever possible, a t1·m-week period of hospitalization is recommended. 
Weekly rates are $110 for a semi-private room, and $120 for a private room. 
Fees for the second and subsequent weeks of hospitalization are $95 and 
$105. Special rates are available for Red Feather agency referrals and 
6David Hamburg, "Therapeutic Aspects of Communication and Admin-
istrative Policy in the Psychiatric Section of a General Hospital," The 
Patient and the Mental Hospital, P• 105. 
12, 
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patients whose hospitalization is being paid for by state funds or local 
departments of public welfare. Approval of the social service department 
is required for all admissions at reduced rates with the exception of the 
referrals from one general hospital ~<hich has a special agreement made by 
the medical director. 
In addition to treatment of the chronic addiction to alcohol and 
withdrawal procedures for drug addicts, the hospital treats acute alcohol- . 
ic psychosis such as delirium tremens, hallucinosis, and Korsakoff psy-
chosis. Treatments for vitamin deficiencies which frequently accompany 
acute intoxication, states of malnutrition and cirrhosis of the liver are 
also available. 
The hospital staff consists of the medical director, two house 
physicians, two registered nurses, a dietician, a receptionist, a secre-
tary, a part-time public relations person, attendants, and ancillary per-
sonnel. 
The hospital is continually engaged in research. Reports of 
studies made under the direction of the medical director have frequently 
been published, and include studies of new drugs for the treatment of 
acute and subacute stages of alcoholic and drug intoxication and studies 
7 
of the sedation of alcoholic patients with nonsedative drugs. 
The Out-Patient Department 
The out-patient department is a unit of the state clinics for al-
coholism and is partially supported by state funds. At the present time, 
Joseph Thimann, Annual Report of the Washingtonian Hospital, 1957. ·: 
13. 
- -- -t; 
,, 
'i the out-patient staff consists of the medical director, two house physi-
:i 
.I cians, both psychiatrists, the social service director, a full-time psychi-
i\ 
:! 
I atric social worker, two social work students from the School of Social 
i 
., 
if 
:I Work at Boston University, seven part-time psychiatrists, a full-tirne secre-': 
·I 
I 
I 
'I 
! 
tary, and a part-time public relations person. The entire staff is at the 
hospital Friday evenings from six o'clock until nine o'clock during which 
,! time the part-time psychiatrists see both in-patients and out-patients for 
,j psychiatric evaluations and psychotherapy. In-patients are generally seen 
I 
I 
, for psychiatric evaluations only, since this service is offered to in-
i 
I patients in anticipation of their becoming out-patients who will be return-
1 ing to the hospital after their discharge for treatment of their alcoholism ,; 
i 
:1 or drug addiction. Unlike many hospitals, the medical director also sees 
I 
n patients for psychotherapy, and makes all decisions for medical therapies, 
il 
# 
I 
., 
l 
:I 
i 
with the exception of prescribingtranquilizers, which may be prescribed by 
the house physicians and out-patient psychiatrists. The social service 
workers have appointments with out-patients and in-patients who have been 
recommended for case work services by the psychiatrists or who are being 
interviewed with a view to accepting the treatment services of the hospital,.' 
and with relatives of the patients. 
Out-patient services are offered to persons interested in help with ' 
their drinking problems who do not require hospitalization. These patients · 
are known as 11primary out-patients." Occasionally, primary out-patients do , 
become in-patients. 
Fees for service to out-patients are based on a sliding scale and 
range from twenty-five cents to ten dollars per visit. There are no fees 
,, 
'i 
,I 
--- ;;---
for out-patient services while the patient is hospitalized or for the in-
take interviews. 
Psychiatric evaluations, psychotherapy, casework, the conditioned-
response treatment, and other medical therapies, are the main services 
offered by the out-patient department. There are no restrictions because 
of race, religion, age, or residence. 
,1 All out-patient cases live outside the hospital with the exception 
' 
I of patients in the night-hospital plan. 
The Social Service Deoartment 
The social service department offers casework services to in-
patients, out-patients, and relatives of patients. It is responsible 
for approving all admissions to the hospital of patients who are unable to 
finance their own hospitalization, >'lhich includes all patients whose hos-
pitalization is paid for by state funds and agency referrals. It is also 
responsible for the administration of the out-patient services of the hos-
pital and screens all applicants for such service. The social service 
department provides field work opportunities for supervised professional 
practice and research by social work students in training. 
The social service department's staff consists of the director of 
social service, a full-time psychiatric social worker, two field work stu-
dents, a secretary, and a part-time public relations person. 
The social work staff attends the hospital administration staff 
·l 
!' meetings and the social service director meets regularly with the medical 
I 
:I 
director to discuss administrative policies. 
15. 
At the Washingtonian Hospital, the social service department com-
plies with the standards for a social work department in a psychiatric 
hospital as set forth in a report formulated by a committee on psychiatric 
social work which was approved by the Group for the Adva.ncement of Psy-
chi a try: 
Social ;.rork should operate as a specifically designated adminis-
trative department with a director of social work responsible to 
the clinical director, or in hospitals where there is no such 
position, on an administrative level which provides direct liai-
son with the superintendent of the hospital. This administrative 
provision should require the inclusion of the director of social 
work in administrative staff meetings and participation in dis-
cussions of hospital policies which pertain to the treatment and 
>lelfare of patients. The responsibility of social service to 
administration cannot be fully met if the director of the social 
service department functions on a less well-defined basis.S 
8 Group for the Advancement of Psychiatry, "The Psychiatric Social 
Worker in the Psychiatric Hospital," Report No, 2 •. (January, 1948), p.2. 
:.:..;:_;c---:;--.-· . 
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CHAPTER III 
REHABILITATIVE TREATMENTS OFFERED AT 
THE WASHIOOTONIAN HOSPITAL 
The Hospital's Approach to Treatment 
~ ---~·. 
The Washingtonian Hospital offers an individualized and scientific · 
approach to the treatment of the alcoholic patient. 
On admission to the hospital, the patient's acute stage of intoxi-
cation is treated with the appropriate medication. Every possible means i~. 
used to restore the patient to physical well being as quickly as possible. 
This is done through the use of such medications as insulin, glucose, vi-
tamins, and various new drugs in addition to providing a well balanced 
diet and rest. 
If the patient gives any indication of being interested in treat-
ment for his addiction, he is given a psychiatric evaluation. A psycho-
social diagnosis is made by the psychiatrist, and must precede any definite: 
treatment plan as the type of therapy depends upon the diagnosis. Some 
drinkers are addictive drinkers whose only abnormal trait is tmir inability 
to drink in a controlled way. These people have made fairly satisfactory 
adjustments in life and have probably been social drinkers for a period of . 
years. Their prolonged and excessive social drinking, however, has even-
tually caused them to become addictive drinkers.l The majority of alcohol 
addicts are not "ex-social drinkers" but are individuals who use alcohol 
lJoseph Thimann, "Constructive Teamwork in the Treatment of Alco-
holism," Quarterly Journal of Studies on Alcohol, val. 8 (March, 1948), 
P• 571. 
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to alleviate feelings of tension and anxiety, Their alcoholism is sympto-
matic of a deep-seated emotional disturbance. For the most part, the psy- , 
chological factors are causative of the addiction and need attention if 
the patient is to achieve and maintain sobriety. Psychotherapy, which is 
offered by the out-patient psychiatrist, deals with the patients 1 emotionaL 
disturbances. 
Generally, the p B:tient whose alcoholism is a behavior syndrome or 
whose alcoholism is symptomatic of an underlying neurosis has difficulty 
in coping with the problems of everyday living. Sometimes these may be so 
' 
,, overwhelming that help with envirornnental problems is indicated rather 
I 
'I 
' 
' 
i 
I 
I 
than psychotherapy. This kind of help, sometimes referred to as social 
therapy or casework, is offered by the psychiatric social workers in the 
social service department. 
All rehabilitative treatments are out-patient services which, for 
the most part, are carried out after the patient has left the hospital, 
Contrary to the belief of many people, the alcoholic is seldom, if ever, 
cured by hospitalization only, and the treatment for alcoholism is a long 
time process if it is to be successful. At the Washingtonian Hospital the 
major treatment approach is psychoanalytically oriented psychotherapy and 
casework wherein an attempt is made to cure the symptom of drinking by 
resolving in some measure the underlying emotional conflicts. 
In many instances, treatment involves the combined resources of 
medicine, psychiatry, and social service. Depending upon the individual 
case, a patient may receive psychotherapy, or psychotherapy and casework, 
or only casework, or medical therapies and psychotherapy and casework. 
,, 
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'i ! In addition, the patient 1 s wife or .lm.sband may receive casework in order 
I 
! 
to meet indirectly the patient's environmental needs by helping the spouse 
with his or her problems. 
The medical therapies and the night-hospital plan are adjunctive 
treatments offered to patients to supplement psychotherapy and casework. 
The medical therapies consist of the use of antabuse, adrenal cortex ex-
tract, tranquilizers and the conditioned reflex treatment. 
The Conditioned Reflex Treatment 
The conditioned reflex treatment is believed to be the most prom-
ising treatment for alcohol addiction if applied correctly to selected 
'\ 
1 patients and combined with psychotherapy, and, if necessary, a part-time 
I 
,j protective environment. 2 
The conditioned response or reflex treatment consists of estab-
lishing a reflex eliminating the compulsive craving for alcoholic beverages. 
' i This treatment is based on principles derived from the experiments of 
! 
Pavlov with dogs: 
' , • , Utilized for treatment of alcohol addiction, the neutral 
or conditioned stimulus of the ringing bell was replaced by al-
,! coholic beverages, the natural or unconditioned stimulus of food 
·1 by an emetic. It was to be expected that, after an adequate 
:I number of conditioning sessions, the presentation of alcoholic 
:; beverages alone would provoke the same responses as the emetic i (the sight, smell, taste, or even the thought of alcoholic bev-
1[ erages would cause nausea and emisis) or at least there would be 
1
1 
enough association with the treatment to prevent any desire for 
i alcohol.3 
2Joseph Thimann, 11 'fhe Conditioned Reflex Treatment of Alcoholism," 
Rhode Island Medical Journal, val, 27 (December, 1944), P• 649· _ 
3Jose~h Thimann, 
Clinical Medicine, vol, 
"Conditioned R(lflex Treatment of Alcohol Addicts," 
53 (August, 1946), P• 221. 
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This therapy consists of an initial series of four to eight daily 
sessions, followed by one day reinforcements at varying intervals during 
the first year. The initial series usually takes about one week and must 
ii 
I 
,1 be followed by four weeks in bed in the hospital which is a precautionary 
I i! 
measure against any reaction to the drugs used. The remaining treatments 
are usually referred to as reinforcements or "boosters." Hospitalization 
for twenty-four or thirty-six hours is required each time the patient has 
a "booster." 
In addition to the hospitalization, this treatment is supplemented 
by weekly interviews with the medical director, and attendance at group 
',I meetings which are held three times a month with other patients who have 
:! had this treatment. Sometimes, upon completion of the treatment, the 
·I i weekly interviews are terminated but attendance at the club group meetings 
;\ 
:; is expected to be kept up indefinitely. 
,I 
Before this treatment can be undertaken, a thorough physical exam-
:[ ination including an electrocardiogram by the hospital consultant on in-
1 
I 
:I 
ii 
I 
I 
I 
I 
,I 
ternal medicine is required. 
The results of treatment depend largely on the selection of 
patients suited to this type of therapy. There are patients 
who are primarily promising and other patients in whom a chance 
of successful outcome is poor. Some patients have only the one 
outstanding difficulty, the alcohol addiction. Otherwise, they 
are relatively well adjusted, predominantly extrovert, have a 
successful working history, and good social and professional 
contacts. Such patients developed their addiction mainly by 
way of social drinking. In this type of patient, the elimina-
tion of the craving for alcohol by means of the conditioned re-
flex treatment and sometimes even without supportive psychother-
apy, is often sufficient for full rehabilitation. 
20. 
In those cases where the addiction is not developed by way of so-
·: cial drinking, but is caused by an underlying neurosis of emotional 
,; instability, the elimination of the craving for liquor by means of 
'I the conditioned reflex treatment is only the elimination of a symp-
,f tom. Psychotherapy of such patients, however, is made easier and 
1 has more chance of success if the patient has first undergone the 
conditioned reflex treatment. The psychotherapy is not then inter-
rupted by drinking bouts and is facilitated by the patient's re-
gained self-assurance. In some of these cases, too, the regained 
total abstinence, with all the emotional and economic assets in-
volved, may be sufficient to help in improving the neurosis, even 
without psychotherapy. The masochistic traits with feelings of 
guilt, so common in neurotics, seemingly find gratification in the 
fact that the treatment is, as they say, "tough" and that they are 
atoning for their guilt. There is also a.sense of heroic accom-
plishment as compensation for their inadequacies. 
'! 
•I 
I 
If there is a promising and an unpromising age group, patients be-
tween the fourth and fifth decades have seemed to respond most 
favorably. In these patients their relative maturity, economic 
stability, and family responsibilities and attachments help to 
outweigh the alcohol addiction. Of course, the home situation can 
be an asset, or it can be a serious liability that will destroy the 
patient's chances. For instance, an aggressive, domineering wife 
or mother may be a very serious complicating factor that, under 
some circumstances, may prevent any rehabilitation. Also a wife 
who is what she calls a "social!' drinker, and who sees no reason to 
give it up because she can "handle" her own drinking, may vitiate 
any attempts at changing her husband into an abstainer. 
Physical contraindictions to the treatment comprise in the main 
the cardio-vascular-renal syndrome, hepatic cirrhosis with or with-
out esophageal varices, hernia (unless guarded), acti VI' peptic ulcer, 
or history of recent hematemesis and active psychosis.4 
Ant abuse 
Antabuse oversensitizes the body to alcohol. The person who takes 
:j i antabuse, which comes in tablet form, will, if alcohol is conswned, exper-
1 
' I
I 
!. 
" i il 
I 
:I 
•i ,, 
ience several kinds of unpleasant, sometimes even alarming signs a few 
Rhode 
4Joseph Thi:nann, "The Conditioned Reflex Treatment of Alcoholism," 
Island 11edical Journal, vel. 27 (December, 1944), p. 648. 
!: 
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With some patients, consumption of even 
small amounts of alcohol following the ingestion of antabuse causes a cir-
culatory collapse, rendering the patient unconscious.5 In view of this, a 
thorough physical examination by the hospital consultant on internal medi-
cine, including x-rays, electrocardiographic and laboratory tests is re-
quire d. 
Antabuse is given on an out-patient basis for an indefinite period 
of time, but only while the patient is receiving psychotherapy or casework 
treatment. 
It provides disagreeable symptoms which follow the ingestion of 
alcohol by individuals. However, there should be two phases of 
treatment: (1) Administration of "Antabuse" which induces the 
patient to shun drinking; and (2) psychotherapeutic care, which 
supports the patient in his desire to continue medication, to 
readjus~ himself medically, and finally, to make changes in his 
habits. 
Adrenal Cortex Extract Therapy 
Adrenal Cortex extract is a newer drug than antabuse and is used 
.1 both as a therapy for acute intoxication and as preventive treatment for 
i 
[ 
:! 
ij 
I 
chronic alcoholic addiction. Adrenal hormone injections mobilize glycogen 
from tissue protein, raise blood sugar and improve liver function. As with 
i 
•! antabuse, this treatment is always supplemented by the kind of psychother-
i 
i apy indicated in the individual case. 
,i 5Joseph Thimann, "Review of New Drug Therapies in the Treatment of 
'I Alcoh:Jlism, 11 New England Journal of Medicine, vol. 244 (June, 1951) ,p. 939. 1 
I ~ic Glud, 11The Treatment of Alcoholic Patients in Denmark with 
i,l' Antabuse," Quarterly Journal of Studies on Alcohol, vol. 10 (September, 
1949) p. 185. i 
i 
I 
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Antabuse has been found to be more effective in studies at the 
" Washingtonian Hospital than adrenal cortex extract. Regarding this, the 
:i medical director has written: 
'i 
• • • this could possibly be interpreted as indicating that there 
is a preponderance of the psychologic factor in Antabuse ir con-
trast to the predominantly pharmacologic mechanism in AGE.7 
Tranquilizers 
Tranquilizers are non-habit forming sedatives which are prescribed 
for patients in treatment, either with caseworkers or psychiatrists. Pa-
·l tients frequently find that medication which quiets their nerves is very ,, 
'I 
I 
helpful. 
.i The Night-Hospital Plan 
!j 
·I The night-hospital plan is another adjunctive treatment offered to 
:i patients who are receiving psychotherapy and/or casework. Dr. Thimann has 
'! 
.I 
II 
I 
!I 
I' 
•' 
written about the night-hospital plan as follows: 
••• It is a system for working patients; that is to say, the 
patient while still under treatment returns to his former occupa-
tion (or finds a new job), but spends all his spare time at the 
hospital. This arrangement has a number of advantages. The pa-
tient is in a protected environment during his free time. His 
evenings and nights are spent at the hospital if he is working in 
the day time, or vice versa if he is working at night. He is 
under the shelter of the hospital over the ueekends, time diffi-
cult to bridge if he is living outside, because of the temptation 
to seek the conviviality of a tavern in his loneliness and because 
he has nothing to do. He is, moreover, removed from the emotional 
instability of a home environment in which wife and mother may have 
~ittle und~rstagding of his problem, and from the company of drink-
lOg compamons. 
?Joseph Thimann, "Review of New Drug Therapies in the Treatment of , 
Alcoholism," New England Journal of 1'1edicine, vol. 244 (June,l951), p. 941.! 
8Joseph Thimann, "Part-time Protective Environment and Working Parole:! 
as an Adjunct in the Treatment of Alcoholics," New England Journal of Medi-I' 
I~ cine, vol. 231 (Harch, 1944) P• 9. ,: 
~~-~ 
i 
Under this plan the patient contributes toward nis board and room 
according to his earnings, which affords him the opportunity to contribute 
financially to his own rehabilitation. In addition, as time goes by, 
privileges are increased in order that the patient can be gradually ex-
posed to an unsupervised environment, and eventually take his place in 
the community. Supportive casework is offered to the patient to help him 
with his adjustment and everyday problems, in addition to any other treat-
ment plan which had been recommended to meet his individual needs. 
.. 
'! 
I 
I 
I 
' ii II 
!' 
,I ,, 
I 
'! 
I 
;j 
:j 
:l 
il 
' :! 
I 
•I 
I 
i! 
i.l 
Residence 
CHAP7ER IV 
PERSONAL AND SOCIAL CHARACTERISTICS 
OF THE HOSPITAL POPULATION 
The 237 patients who were hospitalized during the four months 
included in this study resided in fifty-one different cities and towns 
of Hassachusetts and two other states. 
Table 1, which follows, shows that the largest number, 109, came 
from Boston, but this was less than fifty per cent of the total. 
90.7 per cent resided within the Boston J.!etropoli tan District.1 
However : 
' ' 
These 
data indicate that the hospital is a resource for the surrounding towns 
as well as Boston proper. 
The large number of admissions from Cambridge, as compared with 
other cities and towns outside of Boston, is related to the lack of fa-
cilities for alcoholics in the general hospitals of the city •>hich is 
referred to later in this study. 
~oston Hetropolitan District as defined by 17th United States 
Census, 1950 
!: 
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TABLE 1 
GEOGRAPHICAL LOCATION 
Number of Number of 
Residence Patients Residence Patients 
Accord 1 Newburyport 1 
Andover 1 Newton 2 
Arlington 2 Orange 1 
Bedford 1 Peabody 1 
Belmont 1 Quincy 6 
Boston 109 Randolph 1 
Braintree 4 Reading 2 
Brockton 1 Revere 3 
Brookline 6 Rockland 1 
Burlington 1 Salem 2 
Cambridge 27 Saugus 2 
Chelsea 3 Sharon 1 
Dedham 3 Somerville 9 
Everett 2 Stoughton 3 
Framinr;ham 1 Taunton 2 
Holbrook 1 Wakefield 2 
Holliston 1 Walpole 1 
Hyannis 1 Waltham 4 
Lawrence 1 Watertown 2 
Lowell 1 Wellesley 3 
Lynn 3 Weston 1 
Malden 1 Winthrop 2 
Manchester 1 Worcester 1 
Medfield 1 Wrentham 1 
Medford 3 Out of State 2 
Melrose 1 Unknown 1 
Hilton 2 Total 237 
Age and Sex 
Table 2 shows that the male population far outnumbered the female 
population, which is not surprising as it is reported that there are ap-
proximately five and one-half times as many men as women who are known 
" 
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'f 
~~ alcoholics in the United States. 2 Almost half the total hospital patient 
il 
·i population (47.3 per cent) were over fifty years of age. Only fifty-one 
d 
:! 
·I patients were younger than age forty and there were no patients under 
' 'f 
•) twenty years of age. There were nine patients who were over age seventy. 
i ~ 
i ~ 
' d 
The modal age group for male patients was fifty to fifty-nine, 
·I 
'' and for female patients it was forty to forty-nine. 'rhe median age of all 
·I 
>i patients was 45.4. Recent studies of the alcoholic on a nation wide basis 
'I have lowered the median age for alcoholics from five to seven years below 
il a former estimate of forty-three to forty-six years of age. It is to be 
i 
il 
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noted that the median age of the alcoholic population at Washingtonian 
Hospital is higher than the median age for alcoholics on a nation wide 
basis. 
TABLE 2 
AGE AND SF.:X 
Nwnber of Patients 
Age in Years Hale Female Total 
20-29 5 1 6 
30-39 38 7 45 
40-49 60 14 74 
50-59 73 3 76 
60-69 24 1 25 
70- 9 0 9 
Unknown 2 0 2 
Total 211 26 237 
2Ernest A. Shepherd, 11Alcoholism, 11 Social Work Year Book, 
1957, P• 102. 
i 
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Table 3 shows that the great majority of patients were Roman Cath-
olics, This should be viewed in the light of the fact that greater Boston 
is reported to be predominantly Roman Catholic, 
Religion 
TABLE 3 
RELIGION 
Number of 
Patients 
177 
49 
6 
Per Cent 
'I 
Roman Catholic 
Protestant 
Jewish 
Agnostic 
Unknown 
4 
1 
74.7 
20,6 
2.5 
1.6 
o.4 I 
I 
I 
'1 
'.i Marital Status 
I 
Total 237 99.9 
i, Table 4, which follows, gives the marital status of the patients. 
Over half of the patients were married and less than twenty per cent were 
' 
.i either divorced or separated, Almost one-fourth of the patients were 
! 
single. This proportion of unmarried patients (23,2 per cent) is consider-
1 ably higher than has been noted in other studies. A study of the patients ;j 
,! i in the Sh~;del Hospital in Seattle, Washington, which is a private hospital 
for alcoholics, found that only 7,8 per cent of their patients were single,3; 
! 
! 
I 
~~-------
'1 3w~;yne 11. Wellman, l1ilton A. l1axwell, and Paul 0. Halloran, 11Pri vate 
11 Hospital Alcoholic Patients and the Changing Conception of the 'Typical' 
,1 Alcoholic," Quarterly Journal of Studies on Alcohol, vol. 18 (September, 
~~~1957), P• 394, 
I 
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Marital Status 
Married 
Single 
Divorced 
Widowed 
Separated 
Total 
Occupation 
TABLE 4 
MARITAL STATUS 
Number of 
Patients 
122 
55 
25 
21 
14 
237 
Per Cent 
51.5 
23.2 
10.5 
8.8 
5.9 
99.9 
Table 5 indicates that the hospital is serving a large number of 
"middle class" patients rather than the stereotype associated with "skid 
row •11 The patients who were employed in occupations classified as mana-
gerial or professional, white collar, and skilled, totaled 136 (57.6 per 
cent) in contrast to 69 (29.1 per cent) patients who were classified as 
unskilled. However, the percentage of patients in the unskilled category 
was greater than in any other single category. 
TABLE 5 
OCCUPATIONS 
Number of 
Occupation Patients Per Cerrt 
Professional and managerial 31 12.9 
White collar 47 19.8 
Skilled 58 24.9 
Unskilled 69 29.1 
Retired 16 6.7 
Housewife 14 5.8 
Unknown 2 o.B 
- --Total 237 100.0 
29. 
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Mental Status 
All patients, except nine, were diagnosed as being non-psychotic. 
The remaining nine were found to have acute brain syndromes including 
hallucinations, Korsakoff 1 s disease and delirium tremens. 
Drinking Pattern 
Two classifications are frequently used which refer to an alco-
holic's drinking pattern, namely, the chronic daily drinker, and the 
periodic drinker who has periods of complete abstinence. During the per-
iod studied 189 or 79 per cent of the 234 admissions for alcoholism were 
classified by the house physicians as chronic drinkers. 
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CHAPTER V 
CHARACTERISTICS OF THE PATIENTS 1 HOSPITALIZATION 
Number of Admissions 
The number of prior admissions of the patient population varied 
from none to sixty-five, and eleven of the 237 patients had had more than 
one admission during the period under study. 
Table 6 shows that over one-third of the patients had had no prior 
admissions, and less than ten per cent had had more than twenty prior ad-
missions. The majority of patients (69.8 per cent) had had less than five 
prior admissions. 
Number of 
Prior Admissions 
0 
1 
2-4 
5-9 
10-14 
15-19 
2Q-
TABLE 6 
NUl'!BER OF PRIOR AD!flSSIONS 
Total 
Number of 
Patients 
86 
38 
41 
28 
13 
9 
22 
237 
Nethod of Financing Hospitalization 
Per Cent 
36.3 
16.3 
17.2 
11.8 
5.4 ].7 
9.2 
99.9 
Data pertaining to the method of financing hospitalization are 
'] 
' ! 
d presented in Table 7 11hich shows that the majority of the patients or their ' ~ fomili" (72 -5 p<" ooot) .,_,, ro"Poooibili ty f~ poyment of hoopi'oliM-1 
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tion costs. A few of these patients carried insurance <Thich covered hos-
!' pitalization in a specialized hospital, 
i ~ 
i 
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TABLE 7 
IvJETHOD OF FINANCINJ HOSPITALIZATION 
Number of 
Source of Payment Patients Per Cent 
Self or family 172 72.5 ,i 
" State 38 16.3 i' 
General hospital 18 7.5 
Private agency 4 1.6 
Church 3 1.2 
Welfare department 1 0.4 
Friend 1 o.L 
Total 237 99.9 
There were thirty-eight patients {16.3 per cent) whose hospitali-
:, 
zation was paid for by the State Division of Alcoholism. These were in-
' dividuals whose hospitalization was approved by the Social Service Depart- ii 
,f 
,, 
ment and who were believed to be well motivated for help but unable to 
!i afford hospitalization, 
" ~ j 
i 
For each state patient the hospital is reimbursedil 
i 
~ II 
il 
I! 
i! 
' 
$12,6L per day, a figure which was based on the actual cost of hospitali-
zation several years ago, Today, the actual cost per patient per day is 
$15.25, so that there is a chronic deficit, This situation is presently 
being studied with a view toward increasing the amount of reimbursement by 'I 
the State Division which, by law, can pay up to $14.00 per day for hospi-
talization. :i I 
!I 
'I 
There were eighteen patients whose hospitalization was paid for by i! 
ii 
a general hospital which does not have facilities for caring for alcohol-
32. 
i: ics, particularly the unmanageable alcoholic. Patients from this hospital 
.!, 
are hospitalized at the rate of $85 per week which is less than actual costJ 
j; This rate was agreed upon several years ago by the Washingtonian Hospital 
i1 
and the hospital in question. As a result of the deficit in admitting 
these patients, this policy is now being reviewed by the Washingtonian 
Hospital. 
:; Private social agencies paid for the hospitalization of four pa-
tients. Special rates of eight dollars per day are given to Red Feather 
agencies, and the difference in actual cost is made up by United Fund 
allotment and other charity grants. Whenever possible, referrals by social ij 
) 
agencies are admitted as state patients rather than having the agency as-
r: sume financial responsibility because there is a larger amount of money 
allocated by the state than the United Fund. In addition, as much money 
as possible from the United Fund is used for the night-hospital plan for 
< 
i! which state money is not available. However, occasionally state funds for 
;i a particular period become depleted, in which case the referring agency is '' 
!I 
'· 
requested to assume responsibility. There are also instances when a patien~ 
'i 
is not entitled to state funds because of the number of prior admissions, 
in which case the referring agency is requested to assume 
sibility. There are also instances when a patient is not 
I 
financial respon- '.I 
I 
il 
entitled to state i! 
funds because of the number of prior admissions, in which case the refer-
'!i ring agency is requested to assume responsibility. 
!I I! 
!' A local public welfare department paid for the hospitalization of 
I one patient. Rates for local public welfare departments are the same as 
il 
I' ~ 
II I, 
p 
·J 
il li 
for the state ($12.64 per day). Whenever possible, the local public uel-
:: 
' 
33. 
fare is requested to assume financial responsibility for their referrals 
so that the money from the State Division of Alcohol can be used for pa-
tients who are not eligible for general relief. 
i\ Source of Referral 
Table 8 shows that the majority of cases (61.6 per cent) were eithe~ 
self-referrals or referrals by members of the family. The fact that the 
source of referral pertained to the patient's admission during this study, 
rather than the source of referral of the patient's first admission, ex-
plains the large number of self or family referrals as the patient with 
prior admissions is already acquainted with the hospital facilities. 
The next largest group of referrals were made by hospitals (12.2 
per cent). These were patientstransferred from one of the local general 
[: hospitals with no facilities for hospitalizing unmanageable alcoholics and 
,, 
patients referred by the social service departments and alcoholic clinics of 
general hospitals. A relatively small number (6.8 per cent) were referrals 
from social agencies and the smallest rn.unber of referrals were from courts. ,; 
Friends, previous patients, employers and A. A. were the sources of:' 
referral for eleven patients classified as "Other" in Table 8. 
Source 
Self or family 
Hospital 
Physician 
TABLE 8 
SOURCE OF REFERRAL 
Number of 
Patients 
Public and private social agencies 
Clergy 
146 
29 
25 
16 
7 
3 
ll 
Court 
Other 
Total 237 
Per Cent 
61.6 
12.2 
10.5 
6.8 
2.9 
1.2 
4. 7 
99.9 
34. 
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Reason for Admission 
It is not surprising to find that 232 patients were admitted for 
treatment of alcohclism because there is a greater incidence of knmm al-
coholism than known drug addiction, and there are no public funds avail-
able for drug addicts, There was one patient who had had the conditioned 
response treatment and was admitted for a two day stay to receive his 
"booster shot, 11 Another patient who had previously been hospitalized for 
alcoholism ••as referred by one of the Veteran 1 s hospitals for post-opera-
tive care, and three patients were admitted for drug withdrawal procedures. 
Length of Hospitalization 
A t>vo week period of hospitalization is recom:nended for the al-
coholic and a six week period for the drug addict. The two week period of 
hospitalization is recommended for the alcoholic because, in addition to 
the detoxication process, vitamin therapy, regular nutritious meals, med-
ications, and rest help to build up the patient physically. However, 
many of the alcoholics seek the facilities of the hospital for detoxica-
tion only, but if they leave in less than om week they must sign a three 
day waiver notice and a statement that they are leaving against medical 
advice. 
Table 9 shm;-s that relatively few of the patients remained for 
the fifteen days. There were thirty-five patients (14.8 per cent) who 
left within three days, and 109 patients (46,2 per cent) who left within 
seven days. Only thirty-six patients were hospitalized more than twelve 
:r days. 
,, 
,, 
;: 
ifwnber of days 
l-3 
4-6 
7-9 
10-12 
13-16 
17-
Total 
TABLE 9 
LEIDTH OF HOSPITALIZATION 
Number of 
Patients 
35 
74 
85 
7 
23 
13 
237 
Per Cent 
14.8 
31.)-1 
35.8 
2.8 
9.5 
5.6 
99.9 
Dr. Thimann, medical director, noted in his annual report for 1957 
that the average length of stay had decreased during 1957 and that the 
wish or need to leave the hospital was found to be equally strong in the 
categorJ of paying patients as in the category of medically indigent. 
We cannot speak with certainty about reasons for this. However, 
two factors may have contributed. Observations seem to indi-
cate some increased concern on the part of the patients that lon-
ger absence from work would jeopardize their employment status. 
Another factor may be the increased efficacy of modern drugs 
which brings about an earlier feeling of improvement and precip-
itates a request for premature discharge.l 
Type of Admission 
Patients may be hospitalized voluntarily, which means that they 
submit themselves to stay in the hospital, and agree to leave only upon 
the advice of the doctor. A three day written notice, however, can be 
given if the patient decides to leave the hospital, Until recently, the i li 
!i 
I 
1Joseph Thimann, Annual Report of the ·.vashingtonian Hospital, 1957. :
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patient has been discharged against medical advice if he has not remained 
the fifteen days, or had not been willing to consider any treatment plan. 
The present policy is that unless there is a specific medical problem, or 
the patient has not been hospitalized long enough to be detoxicated, the 
patient is not discharged against medical advice. However, the patient is 
encouraged iD remain the recommended two weeks. 
Patients may also be committed to the hospital on an involuntary 
basis, which means that the patient's consent is not necessary, but that :i 
I! ,, 
a "temporary care" paper must be signed by a legal relative or a physician,' 
and that the patient maybe held for a maximum of fifteen days. The rela-
tive or physician who commits the patient, may also, on proper procedure, 
arrange for the discharge of the patient before the fifteenth day. The 
involuntary commitment is often used when the relatives want hospitaliza-
tion because they cannot cope with the patient. The relatives may only be 
interested in protection or relief, rather than treatment. 
Patients who are involuntarily committed can leave the hospital 
against medical advice if the relatives go through the proper procedures. 
Table 10 shows that the majority of male and female patients were 
voluntary admissions. The total number of voluntary admissions was 143 
{60.3 per cent) in contrast to 94 (39.7 per cent) involuntary commitments. 
Type of Admission 
Voluntary 
Involuntary 
Total 
TABLE 10 
TYPE OF ADMISSION 
Number of Patients 
Male Female Total 
127 
84 
211 
16 
10 
26 
143 
94 
237 
,, 
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Table 11 shows that the majority of patients were committed by 
either the wife or husbal'ld, The next largest number were committed by 
a general hospital. It was noted that several of the patients committed 
by the general hospital had acute brain syndromes and were suffering with 
hallucinations or delirium tremens. Siblings of the patients co~~itted 
ten patients, Relatives, parents, clergymen, and physicians committed 
five patients. 
TABLE 11 
PERSON OR AGENCY MAKING INVOLUNTARY CONHITMENTS 
Applicant Number of Patients 
rlale Female Total 
Husband or wife 43 4 47 
General hospital 18 l 19 
Sibling 7 3 10 
In-law 7 l 8 
Child 5 0 5 
Other 4 l 5 
Total 84 10 94 
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CHAPTER VI 
THE HOSPITAL'S ATTEMPTS TO I~~ST 
IN-PATIENTS IN TREATMENT 
Experience has shown that unless the alcoholic is concerned about 
his drinking and desires to do something about it, there is little, if 
anything, which aey individual, social agency, clergy or hospital can do. 
The more pressure that is put upon him to seek treatment, the more likely 
!I 
10 
'I 
'I 
!! 
he is to resist it. It has been found that if a warm accepting atmosphere !i 
is provided, where the patientswishes are respected, he will be more likelyj[ 
to accept the treatment resources and be better able to make use of them 
when he reaches the point of being concerned about his drinking. 
To those patients who are interested only in sobering off, the 
Washingtonian Hospital offers treatment for the acute phase of alcoholism, 
in addition to treatment for chronic alcoholism providing they can finance 
their own hospitalization. Private patients are not routinely required to i! 
have a psychiatric evaluation which involves one or two interviews with an 
out-patient psychiatrist, who evaluates the patient's motivation or interes~ 
in treatment, makes a psycho-social diagnosis and recommends the type of 
treatment best suited to the individual's needs. 
The psychiatric evaluation is a service offered by the out-patient 
department to all in-patients who express an interest in rehabilitative 
treatment, or who are believed to be good candidates for treatment by aey 
of the professional staff because of their short drinking histories, good 
employment records, or family relationships. The house physicians, who 
39. 
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are in daily contact with the in-patients, encourage patients to seek re-
habilitative treatment. They also explain the services of the out-patient. 
:i and social service departments, unless the patient for obvious reasons 
!i ;; 
il 
would be unable to use dynamic therapy. Occasionally, the house physicians : 
., 
i' will refer in-patients to the social service department for the purpose of 
" 
encouraging the patient to seek treatment and to prepare him for a psychi-
atric evaluation. 
All patients who are hospitalized as state patients are required 
by the Division of Alcoholism to have a psychiatric evaluation, Whenever 
possible, the evaluation is scheduled for the first Friday night of their 
hospitalization. However, sometimes state patients, despite their origi-
nal willingness to remain hospitalized for two weeks, change their minds 
and some leave before having a psychiatric evaluation, These patients 
are offered the opportunity to return to the out-patient department for 
evaluation, but many fail to do so. 
: 
Agency referred patients are also usually evaluated because patients[ 
whose hospitalization has been approved at reduced rates have indicated 
that they are interested in treatment beyond detoxication. 
Often, after detoxication, further motivation of the alcoholic to-
ward rehabilitative treatment becomes difficult if not impossible, because 
;; the patient feels he is over the acute phase of his problem, and he will 
ii not listen to further guidance. Consequently, some state patients and 
., 
·; 
:: agency referred patients are not evaluated. 
i 
Prior to the psychiatric evaluation, a member of the social ser-
vice staff, whenever possible, becomes acquainted with all state patients, 
40. 
agency referred patients, and patientswho are believed to be good candi-
dates for rehabilitative treatment by the house physician or director 
of social service. The purpose of the social worker's contact is to 
assist the patient to make as constructive use of hospitalization as pos-
sible, and to encourage the patient to participate in some rehabilitative 
treatment. The worker endeavors to begin to establish a relationship 
with the patient. In addition, the worker endeavors to show the patient 
that the hospital is interested in him, to offer assistance with any prob-
lem which the patient may have, and to prepare the patient for the psychi-
atric evaluation. Sometimes, however, patients are scheduled for the 
evaluation before being seen by a social worker. 
If a patient is evaluated prior to being seen by the social ser-
vice department and is not believed to have any motivation for treatment, 
it may be that the social service department will not have any contact 
with this patient unless the patient requests to see a social worker. In 
some cases, the social worker will interview the patient in order to try 
to begin to establish a relationship and to let him know that the treat-
ment facilities of the hospital will be available whenever the patient 
feels that he cannot cope with the problem alone or recognizes the need 
for help. 
In view of the house physicianS' daily contact, patients are ex-
posed to the opportunity for help and are encouraged to return for out-
patient services at the time of discharge. Additional encouragement is 
given to state and agency referred pat.ients by members of the social ser-
vice and out-patient departments in their contacts while evaluating the 
,, 
!! 
patient. Many patients fail to return for out-patient services follow-
ing their first or second hospitalization. However, they are able 
to turn to the hospital when they reach the point of finally realizing 
;j 
'i that they need treatment beyond detoxication. It has been found that 
some patients are willing to accept out-patient services only after sev-
eral hospitalizations. It was noted by the writer that at least four 
of the patients included in this study who refused out-patient services 
were hospitalized again in 1958, expressed an interest in treatment and 
were accepted for psychotherapy. 
Some patients who express no interest in out-patient services 
while hospitalized return months later to apply for out-patient treat-
ment. It is believed that the accepting, understanding atmosphere pro-
vided during their hospitalization moves them to return to seek help 
and in at least one instance it was noted that ore of the patients in-
" eluded in this study returned several months later requesting out-pa-i! 
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tient services. 
Table 12 shows that approximately two-thirds of the patients had 
contact with either or both the social service and out-patient depart-
ments during the admission included in this study or during a previous 
admission. 
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TABLE 12 
CONTACTS OF IN-PATIENTS WITH OUT-PATIEi'll' 
AND SOCIAL SERVICE DEPART!1ENTS 
Department 
Social service only 
Out-patient psychiatrist only 
Social service and out-patient 
psychiatrist 
Contact prior to this 
admission only 
None 
Total 
Number of 
Patients 
23 
37 
39 
56 
82 
237 
Per Cent 
9.7 
15.6 
16.5 
23.6 
34.~ 
100.0 
There were twenty-three patients who had contact only with the 
social service department. For the most part, these patients were not 
seen by the psychiatrists in the out-patient department because of their 
lack of interest in treatment. In a few instances the patient had been 
evaluated during a previous admission and casework treatment had been 
recommended but not accepted. 
There were thirty-seven patients who were seen only by the out-
patient psychiatrist. 
!i 
Some of these patients were receiving psychotherapy ': 
' ' 
•i at the time of admission and continued in treatment. For the most part 
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they were patients <Iho expressed no interest in treatment when evaluated 
or ;1ho accepted psychotherapy and returned for contact Hith the psychia-
trist. Consequently, social service did not establish contact. Both the :/ 
out-patient and social service departments had contact with thirty-nine 
patients. 
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There were fifty-six patients who had had contact <lith either 
the out-patient or social service departments during a prior admission. 
These patients had either expressed no interest in rehabilitative treat-
ment or had not been willing to follow through with any suggested treat-
ment. Their contact uith the house physician gave no indication that 
their attitude toward out-patient contact was any different than during 
their previous admissions. 
Approximately one-third of the patients had no contact with 
either the social service or out-patient departments. These patients 
either did not remain hospitalized long enough or their contact with the 
house physician revealed no interest. 
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CHAPTER VII 
OUT-PATIENT SERVICES ACCEPTED BY IH-PATIEl'ITS 
There were seventy patients who received psychiatric evaluations. 
In addition, there were six patients ••ho were receiving psychotherapy in 
the out-patient department at the time of admission to the hospital, and 
who continued treatment. One of these six patients had been in treatment 
since 1942, and all had had more than twenty-five contacts with a psychia-
trist. Thirty-nine of the patients who had contact 1•ith the out-patient 
psychiatrist also had contact with the social service department as shown 
in Table 12. 
Table 13 shows that almost one-half of the seventy patients eval-
uatedwere·not recommended for any treatment because of their denial that 
drinking was any problem, their lack of interest in any treatment, their 
inability or unwillingness to recognize any need for help, or their belief j, 
that they could handle the problem themselves. 
The following statements were taken from the psychiatrist's records 
of patients who were not recommended for treatment: 
I. This patient could not accept therapy because he 
interprets it as a "super ego agency'' determined 
to find out things about him, condemn him and 
make him feel guilty. 
II. The patient refused all overtures of treatment 
made to him. Therapy is not advised because his 
mechanisms of projection and denial would not 
make him a good candidate. 
III. This patient has never depended on anybody and he 
insists he can lick this problem himself • 
45. 
There were twenty patients who were recommended for psychotherapy 
and thirteen patients for whom case work was recommended, 
The patients who were referred elsewhere were patients who had 
i had prior contact with the alcoholic clinic at the Hassachusetts General 
!j 
[f Hospital, the Veterans Administration Mental HYgiene Clinic, or for whom 
ii 
,I commitment to mental hospitals was recommended. 
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TABLE 13 
Rloc:OMHENDATIONS FOR TREATMEN.r FOR SEVEN.rY 
PATIENTS WHO WERE EVALUATED 
Nwnber of 
Recommendations Patients Per Cent 
Psychotherapy 20 28.6 
Casework 13 18.6 
Referral elsewhere 4 5.7 
No treatment 33 47.1 
Total 70 100.0 
Psychotherapy was accepted by eleven of the twenty patients for 
" 
ij 
' whom it was the recommended treatment. 
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In six instances the patient failed 1 
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to keep any appointment despite follow-up letters. In three instances the 
patient expressed an unwillingness to enter treatment when contacted by 
the social service department for the purpose of encouraging him to accept 1,i 
the recommendation of the psychiatrist. 1 
il 
Table 14 which gives the number of contacts with psychiatrists by ~ i 
ii the patients who accepted psychotherapy shows that nine patients had five 
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or less contacts. There were six patients who failed to keep appointments 
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after less than four visits. Only one of the eleven patients who accepted 
" I 
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i psychotherapy was still in treatment at the time of this study. 
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All contacts were made regularly on a weekly basis until the pa-
tient withdrew from treatment with the exception of the patient with four-
teen contacts which were sporadic. 
TABLE 14 
NUMBER OF CONTACTS WITH PSYCHIATRIST BY ELEVEN 
PATIENI'S WHO ACCEPTED PSYCHOTHERAPY 
The question of whether patients who enter the hospital on an in-
i !I voluntar~Y basis can be helped is sometimes raised. In view of this, the 
I 
!I 
il 
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writer noted that only one of the eleven patients who accepted psychother- 'n 
apy had been involuntarily committed to the hospital. This patient with-
drew from treatment after one visit. 
;'; The use of antabuse and the conditioned response treatment, which " 
il 
are out-patient services and are offered only to patients who are also :I 
'I 
" willing to accept psychotherapy, were not accepted by any of the in-patients :1 
;! 
although in one instance the conditioned response treatment was specific- '' 
47. 
ally recommended and encouraged. 
The night-hospital, which is another out-patient service, was 
accepted by seven of the in-patients. This service was not available 
during July and October because of the exhaustion of funds allotted for 
this service. 
Tranquilizers, such as Miltown, were occasionally given to pa-
tients when discharged and were sometimes prescribed while the patient 
was receiving psychotherapy. 
i' 
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CHAPTER VIII 
SOCIAL SERVICES 
;( 
" [! Number of In-Patients Referred to Social Service 
There were sixty-two in-patients referred to the social service 
department, twenty-three of whom had had social service contact during 
a previous admission. The first category of Table 12 showed that twenty-
,, 
I• 
;j 
three cases known to the social service department had no contact with the 1 
out-patient psychiatrist during this admission. This was either because 
they had been evaluated during a prior admission, expressed no interest 
in treatment, were transferred to another hospital, or had left the hos-
pital before the scheduled appointment for the psychiatric evaluation. 
Table 12 also showed that thirty-nine patients had contact with the out-
patient psychiatrist in addition to contact with social service. 
Age of Patients Known to Social Service 
Table 15 shows that there is a tendency for the younger patients 
to be known to the social service department. Approximately three-fourths 
of the patients referred to social service (74.2 per cent) were less than 
fifty years old. The largest group was between thirty and thirty-nine 
years in contrast to the largest group in the hospital patient population 
which was between fifty and fifty-nine years old. 
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TABLE 15 
AGE OF PATIENTS AND REFERRALS TO SOCIAL SERVICE 
Cases Known to Cases i'lot Referred 
Age in Years Social Service to Social Service Total 
20-29 4 2 6 
30-39 22 23 45 
40-49 20 54 74 
50-59 15 61 76 
60-69 1 24 25 
70- 0 9 9 
Unknown 0 2 2 
Total 62 175 237 
Type of Admission of Cases Known to Social Service 
Table 16 shows that the majority of cases active with the social 
service department during this admission were voluntary admissions. There 
were forty-eight voluntary admissions (77.4 per cent) in contrast to four-· 
teen involuntary admissions. There was a larger percentage of the total 
number of voluntary admissions (33.6 per cent) known to social service, 
than the percentage of involuntary admissions (14.9 per cent). 
Type of Admission 
Voluntary 
TABLE 16 
TYPE OF AD!1ISSION OF CASES AND 
REFERRAL TO SOCIAL SERVICE 
Cases Referred to 
Social Service 
Cases Not Referred 
to Social Service 
Involuntary admission 
48 
14 
95 
80 
Total 62 175 
Total 
143 
94 
237 
--•±=-·---
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Number of Prior Admissions of Cases Referred to Social Service 
Table 17 indicates that the social service department had more 
contacts with patients who had not had many prior admissions. Exactly 
half of the patients referred to the social service department had had 
no prior admissions, Over seventy-five per cent of the referrals had had 
less than five prior admissions and only two referrals had had more than 
ten prior admissions, AL~ost one-third (30.3 per cent) of the hospital 
population with less than five prior admissions were known to the social ·i 
service department. 
TABLE 17 
NUI1BER OF PRIOR AD}!ISSIONS AND REFERRALS 
TO SOCIAL SERVICE 
Number of Prior 
Admissions 
0 
l 
2-4 
5-9 
10-14 
15-19 
20-
Total 
Cases Referred to 
Social Service 
31 
12 
7 
10 
1 
0 
1 
62 
Cases Not Referred 
to Social Service 
55 
26 
34 
18 
12 
9 
21 
175 
Length of Hospitalization of Cases Known to Social Service 
Total 
86 
38 
4l 
28 
l3 
9 
22 
237 
Table 18 shows that most of the patients who were hospitalized 
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:[ more than nine days were known to social service. Several of these pa-
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tients participated in the night-hospital plan and were helped '.;ith job 
adjustment problems, etc. The largest number of patients known to social 
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service were hospitalized from seven to nine days, which is the same length '1 
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hospitalized. Only three of the thirty-five patients who were hospital-
ized less than three days were referred to social service. 
TABLE 18 
LENGTH OF HOSPITALIZATION AND REFERRALS TO 
SOCIAL SERVICE 
Cases Known to Cases Not Referred 
Number of Days Social Service to Social Service 
1-3 3 32 
4-6 12 62 
7-9 16 69 
10-12 6 1 
13-16 15 8 
17- 10 3 
Total 62 175 
Method of Financing Hospitalization of Cases Known 
to Social Service 
Total 
35 
74 
85 
7 
23 
13 
--
237 
Table 19 shows that the largest single category of patients known 
to the social service department were patients whose hospitalization was 
paid for with state funds. All the patients whose hospitalization was 
paid for by local departments of public welfare or private social agencies 
were known to the social service department. Less than half of the cases 
whose hospitalization was paid for by general hospitals were known to 
social service because many were involuntarily committed for treatment of 
their acute phase of alcoholism only. Although the next to the largest 
category in Table 19 were patients paying for their own hospitalization, 
:: 
this constituted only 12.8 per cent of all the patients who financed their i; 
il own hospitalization. 
i! 
ii 
I 
,j 
'i 
52. 
.; 
'l 
:i 
TABLE 19 
METHOD OF FINA.I'<CIID HOSPITALIZATION AND 
REFERRALS TO SOCIAL SERVICE 
Cases Referred to Cases Not Referred 
Source of Payment Social Service to Social Service 
State 29 9 
Self 22 150 
Hospital 5 13 
Private agency 4 
Department of Public Welfare l 
Church 1 2 
Friend 0 l 
Total 62 175 
Total 
38 
172 
18 
4 
l 
3 
l 
237 
'I II Source of Referral to the Social Service Department 
i! ,, 
il Referrals are made to the social service department by other 
II ,, 
il social agencies, individuals or their families who are unable to finance 
lj 
i! hospitalization, social service departments of other hospitals, clergymen, 
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physicians and courts. Referrals are also made by the house physicians 
who may recommend contact with the social service department to encourage 
a patient to accept treatment or because of an expressed concern over a 
marital problem or job situation. SometiJnes it is for a specific short 
term service that the patient has requested. Another source of referral 
is the out-patient department if the evaluating psychiatrist recommends 
casework rather than psychotherapy or if it is felt that the patient 
could establish a better relationship with a female therapist. It so 
I 
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happens at the Washingtonian Hospital that all psychiatrists are men and 
all the social workers are women. Occasionally, the psychiatrist believes ,j 
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that the patient could benefit by psychotherapy but is not sufficiently ' 
53. 
motivated and the patient is referred to the social service department 
for the purpose of being encouraged to undertake treatment and this may 
involve contact with the patient for only a few weeks or may require many 
contacts over a period of months or years. 
Table 20 shows that the out-patient department psychiatrists 
recommended fourteen patients (22.6 per cent) for case>;ork services, 
Thirteen of these patients were referred following their evaluation as 
shown in Table 13. The fourteenth referral was a patient who had pre-
viously been evaluated and had failed at the time to return for casework 
services. 
The next largest number of referrals were patients picked up by 
the social service department as a result of reviewing the hospital ad-
missions, and these accounted for 19,3 per cent of the referrals, 
Social agencies such as the United Prison Association, the Boston 
Committee on Alcoholism, and the United Community Services referred ten 
patients (16,1 per cent). Hospitals referred five patients. 
Only four patients (6.5 per cent) were referred by the house 
physicians. The small number of referrals from this source is because the 
social service director generally consults the house physicians when re-
viewing the hospital admissions, and the decision to accept a case is fre-
quently a joint decision, 
54. 
Physicians, courts and clergy, referred to as 110thers11 in Table 20, 
made four referrals. 
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TABLE 20 
SOURCE OF REFERRAL TO THE SOCIAL 
SERVICE DEPARTMENT 
Source 
Out-patient psychiatrist 
Social service department 
Social agency 
Family or relative 
Patient 
Hospital 
Resident physician 
Other 
Total 
Nwnber of 
Patients 
14 
12 
10 
7 
6 
5 
4 
4 
62 
Number of Contacts with the Social Service Department 
Per Cent 
22.6 
19.3 
16.1 
ll.3 
9.7 
8.1 
6.5 
6.5 
100.1 
Table 21 shows that the majority of patients referred to the 
social service department ( 62.9 per cent) had less than four contacts 
[i 
1 with a social worker. This table also shovrs that there were five patients 
!: 
I (8.1 per cent) who had had ten or more contacts. There was no contact >iith': 
seven referrals. These referrals were made by the out-patient department 
psychiatrist who requested that the patient be encouraged to accept 
treatment. Appointment letters were sent, but no reply was received, 
or the patient was contacted by telephone and expressed no interest in 
'' treatment. 
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TABLE 21 
NU!1BER OF CONTACTS IN CASES REFERRED 
TO THE SOCIAL SERVICE DEPARTMENT 
Number of Number of 
Contacts Patients Per Cent 
1-3 39 62.9 
4-6 6 9·7 
7-9 5 8.1 
10-19 2 3.2 
20-29 1 1.6 
30-39 1 1.6 
40- 1 1.6 
None 7 11.3 
Total 62 100.0 
Duration of Contact with Social Service 
Table 22 shows that there were only eight patients who returned 
to the social service department following their discharge from the hos-
pital. Most of the patients had contact with the social service depart-
ment only while hospitalized. 
TABLE 22 
DURATION OF CONTAC'r IN FIFTY-FIVE·:< CASES ACTIVE 
WITH SOCIAL SERVICE DEPARTHENT 
Duration of Contact 
While hospitalized only 
One to two months 
Three to four months 
Five to six months 
Seven months and over 
Total 
Number of 
Patients 
47 
3 
3 
1 
1 
55 
Per Cent 
85.4 
5.5 5.5 
1.8 
1.8 
100.0 
* Contact with seven of the sixty-two patients who were referred to 
social service was by mail or telephone only. 
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Nature of the Social Service Contact 
The contact of the social worker with the majority of patients 
was of an exploratory nature. The word exploratory refers to getting ac-
quainted and initiating ~he process of establishing a relationship with 
the patient, evaluating the patient's readiness to accept treatment, ex-
plaining and offering the services of the out-patient department, pro-
viding an opportunity for the patient to know that the hospital is inter-
ested in him as a person and not only in his drinking, and helping the 
patient toward some beginning recognition of the need to seek treatment 
or of the importance of remaining hospitalized the recommended length of 
time. 
A small percentage of the contacts have been classified as accept- 'i 
·I 
; 
ing casework treatment, Casework treatment refers to the social work con-
tact in which the patient had been known to the worker long enough to build;l 
·: 
up an accepting casework relationship enabling the worker to help the pa- :': 
tient with relationship problems, personality difficulties, marital prob-
lems, financial difficulties, or job adjustment problems, 
Table 23 shows that approximately seventy-five per cent of the 
social service contacts were of an exploratory nature only or involved 
only a brief contact. 
TABLE 23 
THE NATURE OF THE SOCIAL SERVICE CONl'ACT 
WITH FIFTY-FIVE CASES 
Nature of Contact 
Exploratory or brief contact 
Casmwrk treatment 
Other 
Total 
Number of Cases 
41 
13 
l 
55 
Per Cent 
74.5 
23.7 
1,8 
100,0 
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The first contact by the social worker with the patient is always 
to get acquainted, to help the patient to begin to get a positive feeling 
toward the hospital, to explain the out-patient services, and to help with 
whatever problem may be brought up by the patient or has been called to 
the social worker's attention. During the period of this study there were:; 
nine cases in which the social worker encouraged the patient to see the 
importance of remaining hospitalized longer.1 There were twenty-six in-
stances where the prL~ary purpose of the contact involved exploring the 
patient 1 s readiness to accept treatment and attempting to interest the pa- i 
tient in treatment. There were ten patients who were encouraged and heJpedi! 
to accept the psychiatric evaluation, and five patients who had previously,, 
been in treatment whose interest in resuming treatment was explored. In-
take interviews prior to admission were held with five patients. Patients 
who had been recommended for psychotherapy were encouraged to return for 
treatment in five cases, and in one instance, the only contact with the 
social worker involved arranging a plane flight. 
Reason for Termination of Contact with Social Service 
At the time of the study the social service department had had no 
contact with fifty-three of the fifty-five cases for over three months. 
Table 24 shows that contact was terminated prior to leaving the hospital 
and no follow-up was made because the patient expressed no interest in 
l The total number of cases referred to in this paragraph is 
larger than the number of cases with social work contact because in 
several instances the social work contact involved more than one 
service. 
58. 
it 
treatment in 41.5 per cent of the cases. In 16,9 per cent of the cases 
the patient expressed some interest but failed to keep any appointments, 
Referrals to resources outside the hospital, such as the Family Service or 
Alcoholic Clinics where the patient had previously been in treatment, were 
made in 13.2 per cent of the cases. There were six patients (11.3 per cent)i 
' who accepted casework services following their discharge but who withdrew 
'' from treatment prematurely. Referrals were made for psychotherapy to the 
out-patient department in six cases (11.3 per cent) and contact was ter-
minated in two instances (3.8 per cent) because the patient had made a 
good adjustment, 
TABLE 24 
REASON FOR TERMINATION OF CONTACT wiTH FIFTY-THREE 
CASES KNCWN TO SOCIAL SERVICE 
Reason for 
Termination 
Number of 
Cases Per Cent 
Expressed no interest in 
treatment 
Failed to keep appointments 
Referred to resources out-
side the hospital 
Withdrew from treatment 
Referred to out-patient 
department for psychotherapy 
Made good adjustment 
Left the State 
Total 
Contact with Relatives by Social Service 
22 41.5 
9 16.9 
7 13.2 
6 11.3 
6 11.3 
2 3.8 
1 1.9 
53 99.9 
Casework interviews are offered to the relatives of patients who 
1: 
!! 
'i 
ii 
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are accepted for treatment in either the social service or the out-patient il 
departments. For the most part, these relatives are husbands or wives. 'I I 
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The idea of bringing the spouse or nearest relative into the treatment sit-
uation is introduced when the patient expresses an interest in trea~~ent 
and is only done with the patient's consent. Very often these relatives 
themselves suffer from some personality problems or are confronted with 
many problems caused or aggravated by the patient's drinking. 
Table 25 shows that there were fourteen cases in which relatives 
had contact with the social service department. The largest number of 
contacts were with wives. 
TABLE 25 
SOCIAL SERVICE CONTACTS WITH RELATIVES 
Relationship Number Per Cent 
Wife 10 71.4 
Sibling 3 21.4 
Parent 1 7.2 
Total 14 100.0 
Means of Social Service Contact with Relatives 
Table 26 shows that the largest number of relatives were seen per-
sonally at the hospital. The four relatives whose contact was by mail or 
telephone expressed no interest in treatment. 
TABLE 26 :/ 
ii MEANS OF SOCIAL SERVICE CONTACTS WITH RELATIVES ll 
==================== :1 
Relative Personal 
Wife 9 
Sibling 1 
Parent 
Total 10 
Telephone 
1 
2 
3 
Mail Total 
1 
1 
10 
3 
1 
14 
n 
60 • 
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Nature of the Social Service Contact with Relatives 
Table 27 shtY..rs that there were seven wives who accepted casework 
treatment. These wives were helped with their marital problems, their 
own personality difficulties, and many of the difficulties which arise 
when living with an alcoholic. Some of these wives were helped to realize 
that they were not responsible for their husband's difficulties and others 
were helped to accept the idea that it was all right to live with an al-
coholic husband. There were two wives who were not interested in further 
contact with the social service department and one social service contact 
with a sibling pertained to financial arrangements for the patient 1 s hos-
pitalization. 
TABLE 27 
NATURE OF SOCIAL SERVICE CONTACT WITH TEN RELATIVES 
·--·---- ·-. -- ---·--·-.-. 
i Nature of Contact 
! 
Wife Sibling Total 
J 
ir , Casework treatment 
' 
' accepted 7 0 7 
Exploratory only 2 2 
Other 1 1 
Total 9 1 10 
Number of Social Service Contacts with Relatives 
The majority of relatives had less than four contacts. There 
were two wives who had over thirty contacts. One was the wife of a pa-
tient who had had the conditioned response treatment. 
Number 
TABLE 28 
NUMBER OF SOCIAL SERVICE CONTACTS 1VITH TEN RELATIVES 
of Contacts 
1 
2 
3 
7 
Over 30 
Wife 
2 
l 
3 
1 
2 
Sibling 
1 
Total 
3 
1 
3 
1 
2 
Total 9 il 1 w 
il 
I 
" 
'i Reason for Tennination of Social Service Contact 
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with Relatives 
There were three relatives who were still receiving caseuork 
treatment at the time of this study. In the closed cases, the majority 
of wives withdrew from treatment when the patient left treatment. Con-
tact was terminated in one instance involving a sibling when financial 
arrangements were completed. 
TABLE 29 
REASON FOR TERMINATION OF SOCIAL SERVICE CONTACT 
WITH SEVEN RELATIVES 
Reason for Termination Number of Relatives 
Withdrew from treatment 4 
Not interested 2 
Other 1 
Total 7 
Per Cent 
57.1 
28.6 
14.3 
100.0 
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CHAPTER 1X 
SUI"ll1ARY AND CONCLUSIONS 
This has been a study of the Washingtonian Hospital patient popu-
lation and their contacts with the out-patient and social service depart-
ments. A brief history of the hospital was presented which showed the 
difference in the services available to the alcoholic during the early 
years and the services which are available today as the result of research i 
and increased knowledge in the fields of medicine, psychiatry and social 
work. 
As background for this study, the physical aspects of the hospi-
tal were described. The social service, out-patient and in-patient de-
partments were discussed so that the interrelateili~ess of these departments 
could be viewed in total outline. Although all these departments are 
under the direction of the medical director, who is also the executive 
director, the out-patient department which has a staff of seven part-time 
psychiatrists is administered by the director of social service and makes 
use of the staffs of the social service and in-patient departments. Re-
ciprocally, the out-patient department also extends its services to the 
in-patient department, and the social service department extends its ser-
vices to the in-patient and out-patient departments. 
In addition to the interrelatedness of these departments, the 
study revealed the flexibility of the relationships between them. The 
!i i! ,, 
i.! 
flexibility and interrelatedness are facilitated by the small size of this il 
' 
i! 
:: 
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' hospital, but they make it difficult to demarcate the roles of each depart-: 
! 
ment. However, they enable the hospital to offer an individualized ap-
proach to each patient, according to the requirements of the specific case.! 
' 
Since the strengths of this interrelatedness and flexibility are closely 
related to the positive staff attitudes between departments, the means 
which the hospital uses to improve the lines of communication uere briefly i 
discussed. 
It lias noted that the Washingtonian Hospital offers a program of 
constructive therapeutic teamwork whereby the patient's emotional, physical! 
and environmental needs may be met if the patient is interested in rehab-
ilitative treatment and that treatment plans are always based on differen-
tial diagnosis which is essential in the treatment of the alcoholic patient 
tiho requires treatment for his whole person and not just his alcoholism. 
Recent studies have shown how certain variables, such as the size of the 
hospital, its geographical location and its organizational structure, have 
important bearing upon the patterning of therapeutic relationships. In 
view of this, it is felt that this study may provide a descriptive basis 
for further study of the structure of the Washingtonian Hospital, which 
would be of especial interest because of its small size and its flexibil-
ity in lines of staff communication. 
Follouing the description of the hospital and the services offered, ! 
I 
1: this study concerned itself with an over-all study of the patient popula-
n 
I ii tion admitted to the hospital in the four study months and their interest 
I! 
.! in treatment. 
II This study of the hospital patient population shoued that the 
il 
" i.! 
I 
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majority of the patients were males and that almost half were over fifty 
years of age. The age distribution indicated that the alcoholic probably 
has a long history of drinking before seeking hospitalization. Over 
ninety per cent of the patients resided in r!etropolitan Boston and the 
majority were Roman Catholic. Over half the patients were married and 
less than tv1enty per cent were separated or divorced. It was noted that 
approximately one-fourth of the patients were single ',<hich is a larger 
proportion than has been found in some other studies of hospitalized al-
coholics under private auspices. Although more patients were employed in 
unskilled occupations than in any other single category, the combined oc-
cupations classified as professional, managerial, white collar and skilled 
,[ totaled over fifty per cent. 
il Over one-third of the patients had had no prior admissions. These ii 
li 
I[ 
,, 
il 
'! 
data may partially explain the small percentage of patients who accepted 
treatment as it was pointed out that frequently patients will not see the 
need for treatment until they have had several admissions. The majority 
:i i! of patients had had less than five prior admissions. The largest number 
of prior admissions for any patient was sixty-five. 
:i 
I State funds were used for most of the patients who were unable to 
•I finance their own hospitalization. 
:j ,, 
More than half the patients assumed 
!I full responsibility for payment of their own hospitalization indicating 
':1 that economic lines do not separate the class of patients 1vho need treat-
ij 
!j ment for alcoholism. 
il 
il 
The majority of patients were self or family referred. This was 
'i 
' II 
' d 
II not surprising in view of the fact that the majority of patients were aware il 
,, 
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of the hospital facilities because of prior admissions. Excluding self or,. 
family referrals, hospitals and physicians provided more referrals than 
any other source. A relatively small per cent of referrals were made by 
social agencies and the courts. Host of the patients submitted themselves 
to hospitalization voluntarily. All but three patients who were drug 
addicts were admitted for alcoholism. 
Almost half the patients stayed less than seven days despite the 
i 
:! recormuendation of a two week period of hospitalization for alcoholism. 
li 
:1 Only fifteen per cent were hospitalized thirteen or more days. These 
I I statistics uould seem to indicate that the alcoholic is anxious to leave 
i 
I 
I 
: !; 
i ,, 
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the hospital as soon as he is physically able and looks upon his hospital-' 
ization as being for the purpose of detoxication only. 
This study showed that ninety-nine patients either prior to their 
admission, or while hospitalized, indicated some interest in rehabilita-
tive treatment and had contact with either or both the social worker and 
out-patient psychiatrist. There were eight-two patients who had no con-
tact w·ith either the social service or out-patient department because of 
their limited stay in the hospital or obvious lack of interest in treat-
ment. Prior contact with an out-patient psychiatrist or social worker !: 
had indicated no interest beyond detoxication in the cases of fifty-six 
patients. 
There were seventy patients who received psychiatric evaluations. 
;: i; 
A psychiatric evaluation involves one or two intervieus uith an out-patient! 
psychiatrist who evaluates the patient's interest in treatment, makes a 
psycho-social diagnosis and recommends the type of treatment best suited 
I 
'I 
it 
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. : to the individual's needs. Psychotherapy was recommended for twenty pa-
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tients, and casework treatment was recommended for thirteen patients. Re-
ferrals elsewhere were recommended for four patients. No treatment was 
reconunended for thirty-three patients because of their lack of interest 
or inability to accept therapy. The only medical therapy accepted was the 
use of tranquilizers. The night-hospital plan which was not available 
during two months of this study was accepted by seven of the patients. 
Only eleven patients of the twenty for whom psychotherapy was recommended 
accepted treatment and the majority of these withdrew from treatment prior ,, 
to five interviews. 
The social service depar~~ent had sixty-two patients referred to 
them. There were seven with <1hom they had no contact because the patient !! 
left the hospital and failed to respond to an appointment letter. l1ost 
of the patients who had contact with social service had less than five 
prior admissions, had been admitted voluntarily, and >;ere less than fifty 
years of age. Over fifty per cent were unable to finance their hospital-
ization and state funds were used for the majority of these patients. 
Almost half the referrals to the social service department were 
1 from sources within the hospital. Referrals made by the patients them-
selves accounted for less than ten per cent. The remaining referrals 
were made by social agencies, relatives, hospitals, outside physicians, 
clergymen, and the courts. 
The majority of these patients had contact with the social 
department only while hospitalized and had less than four contacts. 
i! 
. i! 
serVJ..ce :! 
if 
These H 
short term contacts involved a variety of services. There were nine in-
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stances where the social service department encouraged the patient to re-
main hospitalized longer. In ten cases, the patient was encouraged and 
helped to accept the psychiatric evaluation. Interest in resuming treat-
ment was discussed •-rith five patients previously known to the social ser-
vice department, The patient's readiness to accept treatment was explored 
in twenty-six cases. There were five patients who had been recommended 
for psychotherapy who were encouraged to return for treatment. In one 
case the only contact with the social worker involved arranging a plane 
flight. 
Casework treatment was accepted by thirteen in-patients, several 
of whom accepted the night-hospital plan. There were eight patients who 
continued in casework treatment after leaving the hospital. Contact was 
terminated by six of these patients within four months. 
This study showed that in almost half the cases with whom the 
social service department had contact, the patient expressed no interest 
in treatment. Contact was terminated with nine patients who had expressed 
some interest in treatment because they failed to keep appointments after 
they left the hospital. There were seven patients referred to resources 
outside the hospital and six patients who were referred to the out-patient 
department for psychotherapy. There were two patients who were still re-
ceiving casework treatment at the time of this study, and contact had been 
terminated with two patients because they had been able to cope with their 
drinking problem and had made a good adjustment. 
Relatives of fourteen patients had contact with the social service 
department, most of whom were wives. Casework treatment was accepted by 
==--=-- ----
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seven wives, the majority of whom withdrew from treatment when the patient 
did. 
This study has indicated that most of the patients are drawn to the 
hospital with one thought uppermost in their mind, namely, to sober off. 
This is believed by the writer to be related to society's attitude toward 
alcoholism. Although alcoholism is gradually being recognized as a disease, 
society continues to view the alcohol problem as sin, vice, or misconduct, 
and seems reluctant to accept drinking as being symptomatic of underlying 
emotional disturbances. The common misconception that only will power is 
necessary to control one's drinking is also still prevalent. It has been 
stated that the attitude of society does not facilitate the sick alcoholic 
patient to acknowledge that he cannot cope with the problem alone. 
The lingering climate of dealing with alcoholics in a penological 
setting and the continued attitude of society in viewing the alco-
holic problem as sin, vice, or misconduct exerts no constructive 
impact in the facilitation of the sick alcoholic patient to ack-
nowledge that he is in trouble with alcohol and the handling of 
life's ever present demands. We thereby see imposed upon the al-
coholic patient the additional burden of a socially-determined 
conflict in the attitude of society towards his urgent necessity 
to drink alcohol. Should we be surprised, then, that his sub-
merged, unconscious, neurotic conflicts tenaciously resist the 
exposure implied if he makes a sincere effort to seek help thrcugh 
collaborating with a therapist?l 
It would seem that until the attitude of society can be changed, 
despite increased knowledge about the alcoholic in the fields of medicine, 
psychiatry and social services, the question of how to interest and keep 
the alcoholic in treatment will remain unanswered. Both the inability and 
1zappala, Anthony, IIMotivation of the Alcoholic Patient Toward 
Therapy,n P• 2. 
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unwillingness of the patient to accept treatment would seem to be related 
to the emotional make-up of the individual and the effect of the present 
social views on alcoholism. However, it is to be remembered that this 
study concerned itself only with the treatments in which hospitalized pa-
tients were interested. Since the hospital also offers treatment to pa-
tients not requiring hospitalization, it would seem that a comparative 
study of primary out-patients would be of value. 
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APPENDIX A 
SCHEDULE I 
Social background 
A. Age 
B. Sex 
C. Marital .status 
Do Occupation 
E. Religion 
F. Residence 
Reason for admission 
Number of prior admissions 
Type of admission 
Method of financing 
Source of referral 
Mental status 
Diagnosis 
Length of stay 
Nature of discharge 
Previous contacts with social service by patient 
A. Length of contact 
B. Reason for termination 
Previous contacts with social service by relatives 
A. Length of contact 
B. Reason for termination 
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APPENDIX B 
SCHEDULE II 
I. Services accepted by patient or family 
A. Psychiatric evaluation 
B. Psychotherapy 
1. Length of contact 
2. Frequency of contact 
3. Reason for tennination 
c. Medication 
D. Social Service 
1. With patient 
;1 
a. Type of service 
b. Source of referral 
c. Number of contacts 
d. Duration of contacts 
e. Reason for termination 
2. With relative 
a. Relationship 
b. Type of service 
c. Number of contacts 
d. Duration of contact 
e. Reason for termination 
II. Services offered by the hospital but not accepted 
II I ~ 
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